**Core tip:** A case of giant gastroduodenal trichobezoar, an extremely rare upper gastrointestinal bezoar due to trichotillomania and trichophagia, is reported. The patient was a 10-year-old girl who presented with an abdominal mass that was discovered at palpation and noninvasive imaging examinations. Computed tomography showed a well-circumscribed heterogeneous mass extending from the stomach into the duodenum. Laparotomy is useful and effective for the treatment of giant gastroduodenal trichobezoar.

INTRODUCTION
============

A trichobezoar is a rarely encountered mass of hair, wool, and similar material in the stomach and intestine of some patients with trichotillomania and trichophagia. The accumulated hair within the stomach and intestine is resistant to digestion, which occasionally presents as trichobezoar-induced bowel or gastric outlet obstruction\[[@B1]-[@B6]\]. Moreover, trichobezoar frequently leads to a spectrum of nonspecific clinical findings, including early satiety, anorexia, vomiting, and vague abdominal pain\[[@B7],[@B8]\]. Clinically, most of the trichobezoars are usually found in young females between 15 and 20 years of age because of their nonspecific presentations or even lack of clinical symptoms in the early stage\[[@B9],[@B10]\]. Herein, we describe the clinical and imaging features of a 10-year-old girl determined as having a giant gastroduodenal trichobezoar with a history of an uncontrolled urge to pull out her hair (trichotillomania) and swallow it (trichophagia).

CASE PRESENTATION
=================

Chief complaints
----------------

A ten-year-old girl presented to our emergency department with a one-day history of abdominal pain after intermitten vomiting of gastric contents and inappetence for approximately 9 d.

History of present illness
--------------------------

Acute gastritis was initially suspected, while it was not supported by the symptoms and therapy history.

History of past illness
-----------------------

It is noteworthy that her mother admitted that this girl had developed an irresistible habit of pulling and swallowing her hair from two years old, which mainly happened unconsciously during sleep or when she was lonely.

Personal and family history
---------------------------

Her parents had no history of swallowing hair.

Physical examination
--------------------

On physical examination, a movable mass was palpable in the left upper quadrant, and no sign of a rebound, peritonitis, or apparent hair loss was noted.

Laboratory examinations
-----------------------

Laboratory results indicated anemia, hypoproteinemia, and hyponatremia, with a hemoglobin level of 115 g/L (normal range, 120--160 g/L), hematocrit 33.5% (normal range, 35.0%-49.0%), total protein 58 g/L (normal range, 63-82 g/L), albumin 28 g/L (normal range, 35-50 g/L), and natrium 136 mEq/L (normal range, 137-145 mEq/L). An elevated white blood cell count of 10050/µL (normal range, 4000--10000/µL) and a neutrophil ratio of 80% (normal range, 50.0%-70.0%) were demonstrated.

Imaging examinations
--------------------

Noninvasive imaging examinations were performed, including plain chest radiography, ultrasound, and computed tomography (CT). Plain radiographs showed that the the chest was normal. Abdominal ultrasound demonstrated an intragastric hyperechoic mass, with a prominent posterior acoustic shadow of 13 cm in the maximum diameter. The residualdual gastric cavity could be detected at the fundus of 1.3 cm in width after drinking 300 mL of water. Noncontrasted-enhanced CT clearly showed a heterogeneous, meshlike mass with air sign filling the gastric cavity, from the fundus to the pylorus, measuring approximately 12.7 cm × 9.4 cm × 5.3 cm in size (Figure [1](#F1){ref-type="fig"}). On the coronal CT images, the mass extended from the stomach into the duodenum (Figure [2](#F2){ref-type="fig"}). Furthermore, the well-defined margin of the mass was outlined by the surrounding air in the stomach on the three-dimensional (3D) maximum intensity projection images (Figure [3](#F3){ref-type="fig"}).

![Axial computed tomography image showing a hairball in the stomach.](WJCC-7-3649-g001){#F1}

![Coronary multiplanar reconstruction computed tomogrpahy image showing the extension of a hairball from the stomach into the second part of the duodenum.](WJCC-7-3649-g002){#F2}

![Three-dimension maximum intensity projection image showing the outline of a hairball defined by the air pockets in it.](WJCC-7-3649-g003){#F3}

FINAL DIAGNOSIS
===============

Based on the clinical, imaging, and surgical outcomes, the final diagnosis was a giant gastroduodenal trichobezoar due to trichotillomania and trichophagia.

TREATMENT
=========

Since the mass was so large, laparotomy was considered (Figure [4](#F4){ref-type="fig"}). Under general anesthesia, all the imaging findings mentioned above were confirmed during the surgical process.

![Postoperative photograph of the hair pulled from the stomach.](WJCC-7-3649-g004){#F4}

OUTCOME AND FOLLOW-UP
=====================

The postoperative course was uneventful, and the girl was referred to behavioral and mental health providers after discharge.

DISCUSSION
==========

In 1779, Baudamant described the first case of trichobezoar that is one of the bezoars with intraluminal accumulations of indigestible ingested hair. Trichotillomania is an uncommon disorder affecting about 1% of the population, and one-third of these patients have trichophagia\[[@B11]\]. It usually occurs in patients with mental retardation, personality or psychiatric abnormalities, and sufferers have an irresistible urge to pull out and swallow their hair, termed as trichotillomania and trichophagia. Occasionally, Rapunzel syndrome is encountered as an infrequent complication of trichobezoar formation in which the gastric bezoar is extended into the duodenum and small intestine, which can increase the risk of complications such as obstruction and perforation. Trichobezoar with Rapunzel syndrome is predominantly found in emotionally disturbed or developmentally disabled youngsters because of their nonspecific presentations or even lack of clinical symptoms in the early stage\[[@B12]\].

Clinically, patients with trichobezoar frequently present nonspecific symptoms and signs including loss of appetite, weight loss, vomiting, and abdominal pain\[[@B10],[@B13],[@B14]\]. After long periods of time, the epigastric mass can be palpable when it is gradually enlarged, even associated with trichobezoar-induced gastric pylorus or bowel obstruction. In clinical practice, early diagnosis may be difficult for these nonspecific symptoms and signs. However, advanced noninvasive imaging modalities, including conventional upper gastrointestinal radiography, ultrasound, CT, and nuclear magnetic resonance imaging (MRI), are beneficial for making preoperative diagnosis and clinical management decision as previously reported\[[@B13],[@B15]-[@B19]\]. In our case, the little girl was initially suspected with acute gastritis based on the nonspecific symptoms and laboratory results such as abdominal pain, anemia, hypoproteinemia, and hyponatremia. Fortunately, ultrasound and CT provided the positive information for the diagnosis, especially combined with 3D reconstructed CT images. As a noninvasive and nonirradiated tool, MRI is also useful for detecting this entity, especially in the pediatric population\[[@B20]\]. More importantly, the history of mental disorder, the uncontrolled urge to pull out one's hair and swallow it, is vital as a critical clue for making a clinical diagnosis. After the diagnosis is made, treatment modalities, including observation, dissolution, and surgery, could be considered. When a thickened mass is detected, surgical approach severing as an optimal choice could either be laparoscopic or open laparotomy\[[@B6],[@B8],[@B12],[@B21],[@B22]\]. Before the operation, noninvasive imaging modalities are beneficial for the pre- and post-operative assessment of trichobezoar and its possible complications, which can help make management decisions to reduce the frequency of clinical hazards.

CONCLUSION
==========

As above, laparotomy is useful and practical for the treatment of giant gastroduodenal trichobezoar.
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